SUMMARY A female neonate, with neurological signs and leucocytosis in sterile spinal fluid, was found to have anomalies of the upper thoracic vertebral bodies with a bony spur indicating diastematomyelia. The spur was removed, but symptoms recurred. Necropsy at the age of 5 months revealed an intraspinal gastroenterogenous cyst containing a perforated peptic ulcer. Analysis of eight previous reports of intraspinal enterogenous cysts, shows that, like prevertebral enterogenous cysts, they are frequently combined with defects in the vertebral bodies. This association suggests development from an embryonic ectoendodermal adhesion. Vertebral body defects are a significant pointer to the diagnosis and should not be overlooked, as curative resection is sometimes possible. (Fig. 2 ).
Microscopic examination of the 2nd, 3rd, and 4th thoracic segments of the cord revealed that what had appeared to be abnormal cord was in fact a thickwalled cyst. It had a narrow slit-like lumen with infoldings lined by gastric and small intestinal mucosa ( Fig. 3 and 4 ). This was surrounded by muscularis mucosae, submucosa with a few small lymphoid follicles, and a well-orientated double-layered muscularis propria containing ganglion cells. Embedded in the ventral wall of the cyst was a nodule of pancreatic tissue (Fig. 5 ) containing islets of Langerhans. Merging with the outer part of the cyst wall was a band of adipose tissue containing large blood vessels suggestive of intestinal mesentery. In one area a peptic ulcer in the small intestinal mucosa had perforated through the entire thickness of the cyst wall and the spinal cord (Fig. 6 ).
In the affected segments, the posteriorly displaced cord was represented merely by two flattened oval plates of neural tissue ( Fig. 3 and 6 ) with an occasional large neurone. The Small (1962), and Langmaid and Jones (1963) . A closely related lesion, a diverticulum from the oesophagus to the cervical arachnoid, was recorded by Rhaney and Barclay (1959, case 2) .
Of the nine detailed cases now available (Table) , seven occurred in infants and two in young adults. All were situated in the cervical or thoracic region and most were ventral to the spinal cord. Three were intramedullary, between the two parts of a split spinal cord. Two previous cysts contained gastric mucosa, and one of these showed an ulcer which had already per- forated at the age of 1 day (Rhaney and Barclay, 1959) . The three oldest patients recovered after resection of the cyst, two died after unsuccessful surgery, and four were diagnosed only at necropsy.
The most common intraspinal cysts are extradural cystic herniations of arachnoid and dermoid cysts (Rand and Rand, 1960 (Puussepp, 1934; Cameron, 1957) . The adipose tissue, : ! : i : U P S 8 # , . . . . . . . . F @ s i ! w N * ' A , < . ] p e s x q f ; . S f f i ; -! . * . . , a z e j : . . . e ; . ; * r . v M i s . . . . e w . } : . ._r w F t._^11 K ! ' . . . . . , ; . W I | l ' -t Q l _ n l S i k t _ J I P i -B . i S t 4 F W S L i } g S f f E d s t p r s t s b . @ . s 1 1 5 . S ; _ 3 k -* i i l l l l 1 ! . W . . . w . . . i S # . -5 9 3 w 1 G E i ; a , s ' ' S L _ S S : w _ W ! : V § l l 3 1 i i i* a H | . l s a a ' S . (Hoefnagel et al., 1962) , ependymal cysts (Moore and Book, 1964) , and even enterogenous cysts (Harriman, 1958; Adams and Castleman, 1960; Scoville et al., 1963) , although histological criteria for the latter were absent. Some intradural cysts, probably of foregut origin, are partly thin walled with a nodular thickening containing mucous glands and cartilage, and resemble bronchogenic cysts (Kubie and Fulton, 1928; Bucy and Buchanan, 1935 , 1954; Nemeth, 1965; Dorsey and Tabrisky, 1966) . Many mediastinal and abdominal enterogenous cysts are also associated with vertebral body anomalies (Fallon et al., 1953; Beardmore and Wiglesworth, 1958) , and a triad of intraspinal and prevertebral lesions with vertebral defects has been reported (Korff, 1937; Neuhauser et al., 1958; Dorsey and Tabrisky, 1966) . Furthermore, glial tissue has been found in an abdominal enterogenous cyst (Beardmore and Wiglesworth, 1958) .
The association of enterogenous cysts with vertebral anomalies suggests an error in embryological development. The theory first propounded by Saunders (1943) and developed by Beardmore and Wiglesworth (1958) and Rhaney and Barclay (1959) , satisfactorily accounts for the full triad. These authors postulated a midline ectoendodermal adhesion obstructing the axial mesoderm, and persisting as a neurenteric connection through a vertebral defect.
In the second week of development, the embryo consists of a flat two-layered disc made up of ectoderm in contact with endoderm, between the amnion and yolk sac (Fig. 7A) . The most actively growing parts of the ectoderm are Hensen's node and the primitive streak, from which areas a third layer develops between ectoderm and endoderm. This is the mesoderm which is destined to give rise to notochord and vertebrae (Fig. 7B) . During the third week, if there were a midline adhesion between ectoderm and endoderm, the axial mesoderm would have to split or detour to pass it (Fig. 7C ). This might result in defects in the vertebral bodies, and the adhesion might remain as a post-natal cyst, diverticulum, or band between the alimentary tract and the spinal cord (Fig. 7D) .
In the present case, the significance of the associated vertebral anomalies was not appreciated. As a consequence, the filling defect found on the myelogram was ascribed to the bony spur seen on the plain film. Such Matson et al., (1950) .
At surgery the diagnosis may be impossible, as a thick-walled cyst may simulate swollen spinal cord. Also marked inflammatory reaction may obscure the underlying lesion even at necropsy, when cross-sections of the cord (Rhaney and Barclay, 1959) 
